Action Checklist for On-the-Job Injury

0 Employees must immediately notify the supervisor of a work related incident.

0 The supervisor must provide the employee with the Workers’ Compensation Panel of
Physicians list and have them check the appropriate box and sign. Whether the
employee chooses to seek treatment or not, the supervisor retains the signed copy and
provides an additional copy to the employee.

0 The supervisor and employee call CompCare On-Call toll free 1 (877) 234-0898 (24 hours
a day, 7 days a week, 365 days per year) following the signature on the panel of
physicians list.

0 An employee may speak to a medical professional (RN) and receive consultation services
when reporting the injury or only report the injury to a customer service representative.

0 If the employee does not wish to call or is unable to call CompCare, the supervisor must
call on the employee’s behalf and report the injury.

0 If the employee chooses to seek treatment then the supervisor must provide the
employee with a “Medical First Report” form to be completed by the attending
physician selected from the panel list.

0 Upon conclusion of treatment the employee must provide a copy of the completed
“Medical First Report” to their supervisor who then must forward the form to Human
Resources.

0 The supervisor must provide the employee with the Workers’ Compensation First Fill

Prescription form in the event medications are required. This form is for one time use
only in obtaining the first prescription after an injury.

0 The supervisor completes the Supervisor’s Post-Incident Investigation Report: On-The-
Job-Injury

0 For questions regarding referrals, appointments or other injury related information, the
employee should contact their VML Workers’ Compensation representative.
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VIENNA, TOWN OF
WORKERS COMPENSATION PANEL OF PHYSICIAN

THE CLOSEST EMERGENCY FACILITY MAY BE USED IN AN EMERGENCY
SITUATION. ONCE THE EMERGENCY TREATMENT IS COMPLETED A PANEL
PHYSICIAN MUST BE CHOSEN FOR FOLLOW-UP CARE.

| agree to select a doctor, if needed, from the below panel.

I have declined to select a physician from the below panel. | understand that I will have to pay for any
medical treatment or doctor's bills, and that | will be denied workers' compensation coverage for any
absence based on a disability which is not certified by an approved panel physician.

Signature of Employee ) Date

Signature of Supervisor ) Date

Akos Telemedicine Abraham Teklu, MD 877-234-0898
Offered Through Joseph Gurrala, MD

CompCare On- Call, VA
Melanie Acevedo - Valle, MD

Fair Oaks Medical Center/Walk-In Medical Care Ada Vanvloten, MD 703-385-8378
12011 Lee Jackson Highway Bina Kololgi, MD

Fairfax, VA 22033
Cathy Larrain-Sabbah, MD
Constantine Chienku, MD
Kawan Barawy, MD
Sunil Kologi, MD

Herndon Family Medicine Anita G Rentz, MD 703-481-1505
381 Elden Street Suite 1000 Deborah Leavens, MD
Herndon, VA 20170

Edwin Wong, MD

Jason A Cooper, MD
Kevin Lee, MD

Kevin M Weaver, MD
Marc G Plescia, MD
Michael A Silverstein , MD

Infectious Diseases Physicians-Exposure Incidents Only Alan Morrison, MD 703-560-7900
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WORKERS COMPENSATION PANEL OF PHYSICIAN

3289 Woodburn Road, Suite 200
Annandale, VA 22003

David Wheeler, MD
Donald Poretz, MD
Shalika B Katugaha, MD
Sujata Ambardar, MD

Inova Urgent Care Center - Dunn Loring
2671 Avenir Place Suite A
Fairfax, VA 22031

Jennifer Choi, MD 571-623-3770
Pamela Johnson, MD

Inova Urgent Care Center - Vienna
180 Maple Ave W
Vienna, VA 22180

Daniel Merenstein, MD 703-938-5300
Nandini Koka, MD




VIENNA, TOWN OF
WORKERS COMPENSATION PANEL OF PHYSICIAN

Specialist Panel

Hands

Town Center Orthopaedic
1860 Town Center Drive, Suite 300
Reston, VA 20190

David Miller, MD

Rev. 2018-10

703-435-6604

Orthopaedic

Fair Oaks Orthopedic Associates
3620 Joseph Siewick Drive, Suite 201
Fairfax, VA 22033

Bradley Boyd, DO
Dean Bennett, MD
Ryan Miyamoto, MD

703-391-0111

Town Center Orthopaedic
1860 Town Center Drive, Suite 300
Reston, VA 20190

George Kartalian, MD
James Reeves, MD
Jeffrey Berg, MD
Raymond Thal, MD
Thomas Fleeter, MD

703-435-6604

Orthopaedic Back and Spine

Center for Spinal Surgery & Spinal Disorders
19465 Deerfield Avenue Suite 207
Lansdowne, VA 20176

lan Wattenmaker, MD

703-777-1553

Fair Oaks Orthopedic Associates
3620 Joseph Siewick Drive, Suite 201
Fairfax, VA 22033

Christopher Silveri, MD

703-391-0111

Town Center Orthopaedic
1860 Town Center Drive, Suite 300
Reston, VA 20190

Dhruv B Pateder, MD

703-435-6604

Orthopedic Hand and Upper Extremity
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Fair Oaks Orthopedic Associates Stephen Pournaras, Jr., MD 703-391-0111
3620 Joseph Siewick Drive, Suite 201
Fairfax, VA 22033

Physical Medicine (PM & R)

Town Center Orthopaedic Stephanie Clop, MD 703-435-6604
1860 Town Center Drive, Suite 300
Reston, VA 20190




1= VRSA

Al anarscseins assocoior WOFK Gomp Medical FirstReport

1. To be completed by the treating physician - Please send completed forms to the Virginia Risk Sharing Association -
fax: 800-273-4865

2. Please provide the patient with a copy of the completed form.

3. Patient, provide your supervisor with a copy of this form after treating.

Patient’s Name:

Patient’s Address:

Name of Employer:

Date of Accident or lliness: / /

Patients account of How Injury or Exposure Occurred:

Name of Medical Facility:

Date of Visit: / / Arrival Time: AM/PM Departure Time: AM/PM
Diagnosis:
New Injury/lliness ] Existing Condition O

* % * * * * * * * * * * * * * * * * * * % * * * * * k* % * * * *

Recommended Work Status:
A) May return to full duty beginning: / /

B) May return to modified duty beginning: / /
= Recommendation based on:
__ personal review of functional job description
__ verbal description of job by employee/patient
verbal description of job by employer representative

other (describe: )

=  The employee/patient is medically able to do the following activities:

=  Does condition preclude travel to and from work O Yes O No
= Does condition preclude being at work O Yes O No
= Anticipate return to full duty beginning: / /

C) Unable to work at this time ]
= Anticipate return to modified duty beginning: / /
= Anticipate return to full duty beginning: / /

Physician’s Comments (Please note any contributing factors, prior injuries and pre-existing conditions):

Follow-Up Appointment with: Date: / / Time: __ AM/PM
To ensure payment, any follow-up care must be authorized by the Virginia Risk Sharing Association

Physician/Clinician Name (please print): Phone #

Physician/Clinician Signature:

Virginia Risk Sharing Association Billing Address: P. O. Box 182480, Columbus, OH 43218-2480 Tel.: 800-963-6800
Fax: 800-273-4865




= VRSA

Virginia Risk Sharing Association

First Fill Instructions for VRSA Members

Dear Injured Worker,

This is your temporary prescription card allowing up to a
10-day supply of medication at no cost. This card is for
workplace incidents only and valid for one time use only.

Prior to presenting this card please add your first and last
name, the last four digits of your social security number
(SSN), and date of accident in the in the required fields.
Present this card along with your prescription(s) to a
participating pharmacy.

Our extensive pharmacy network includes most major
chains and many local pharmacies (some participating
pharmacies are listed below). To view the pharmacy
network or find a local pharmacy visit our website
www.Aliushealth.com or call 844-661-4463.

Employee Name:

Member ID:| ALIUSVRSA

Add Last 4 Digits of patient’s SSN (Example: ALIUSVRSA1234)

RxGroup #: ALHFF08201701
RxBIN/IIN: 610729

RxPCN: ALIUS

Person Code: 01

Date of Injury: |

ATTENTION PHARMACISTS: Please process prescriptions
through Script Care.

For rejected claims, please call Alius Health at
844-661-4463.

ATTENTION INJURED WORKER: The use of this

prescription card is restricted to your allowed injury

condition only. If the pharmacy staff advises that they are

unable to fill your medications due to a rejection, please

call 844-661-4463 for assistance.

*In some instances, an individual pharmacy may be removed from the network due to non-conformity

Walmart Harris Teeter Sam’s club Rite-Aid
Kroger Wegmans Food Lion Costco
Target Safeway CVS Giant

ﬂtimado Trabajador,

\_

Alius Health es socio de VRSA a sido seleccionado para administrar su plan de medicamentos recetados para su lesiones.
Aqui esta su tarjeta de prescripcidén temporal que permite hasta 10 dias de medicamento. Antes de presentar su tarjeta
porfavor ponga su nombre completo y los ultimos cuatro digitos de su securo social en el drea indicada. Una vez que su
reclamacion ha sido aceptada por VRSA se le enviara una tarjeta de reemplazo para requerir tratamiento continuo. La
tarjeta nueva le va a permitir medicamentos mensualmente relacionados a su lesion.

Nuestra extensa red de farmacias include las siguientes. Simplemente present esta tarjeta junto con su recetas a una
farmacia participantes. Para verificar si su farmacia preferida esta en nuestra red de farmacias puede utilizar nuestro
localizador de farmacia en www.Aliushealth.com o llamar 844-661-4463.

\

/



http://www.aliushealth.com/
http://www.aliushealth.com/

SUPERVISOR'S POST-INCIDENT INVESTIGATION REPORT
ON-THE-JOB INJURY

Name of Injured:

Dept./Division:

Date of Accident:

Time: QOam Opm

Exact Location of Accident:

DESCRIPTION OF ACCIDENT

Explain what happened:

Check if Applicable:O Hit Head OWas Unconscious

(OHurt Back OHad Blurred Vision

Any unusual circumstances before or after the accident? Qyes Ono If yes, describe:

CAUSE OF THE ACCIDENT

Were there any unsafe acts? Oyes Ono If yes, please describe:

Were there any unsafe conditions? Oyes Ono If yes, please describe:

Was this accident avoidable? Oyes Ono Explain why or why not:

CORRECTIVE ACTION TAKEN (check one or more)

If Caused by Unsafe Act

If Caused by Unsafe Conditions

Instructed Injured Employee

Corrected Condition

Instructed Other Employee(s)

Guarded the Condition

Warned Injured Employee

Warned Others

Reassigned Injured Employee

Reported Condition to:

Recommended Disciplinary Action

Other:

Other

Explain specifically the corrective action checked above:

Supervisor
Signature:

Comments:

Dept. Head
Signature:

Comments:

HR Department 07-2019

HR 2.23-1
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